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itie, and there was apparent paralysis of both legs. November 13 
the patient died. No autopsy was permitted. 

Summary: Duration: Fourteen months previous to treatment. 

Microscopic diagnosis: embryonal carcinoma of the chest of 
unknown origin. (A type of tumor which is unique in medical 
literature.) A large tumor mass almost filled the left chest. A hard 
movable tumor mass presented on chest wall. No mctastascs 
demonstrable. Marked dyspnea. Patient received 2S massive 
roentgen treatments (S40X) between January 22,1915, and August 
1, 1915, during which time she became symptom-free and much 
improved in health The external tumor disappeared; the intra- 
thomcic tumor diminished as shown in the illustrations. One month 
later the patient’s symptoms suddenly returned ami progressed 
despite all forms of treatment. Patient died of exhaustion. 
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SYPHILITIC AORTITIS. 1 
By Arthur R. Elliott, M.D., 

CHICAGO. 

(From the Medical Service of St. Luke’s Hospital, Chicago.) 

The development of internal lesions in latent syphilis is attended 
by such vague indefinite clinical manifestations as to render diagnosis 

1 Read before the Chicago Society of Internal Medicine, February 28,191G. 
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during their incipiency often a matter of extreme difficulty. This 
obscurity of early signs and symptoms characterizes aortitis, and 
previous to the introduction of the Wasscrmann test and the 
employment of roentgen diagnostic technic, the lesion usually came 
to light only when it had advanced to the production of gross and 
often obvious mechanical manifestations. On account of its usual 
prolonged latency it was described according to the classification 
formerly in vogue as a form of so-called parasyphilis, the occasional 
case that pursued an active rapid course hardly sufficing to disturb 
this rating. As a parasyphilitic manifestation, aortic syphilis 
remained more or less separated in interest from the parent disease, 
and the role assigned to it being that of a late nutritive secondary 
it was viewed with comparative indifference. The isolation of 
spirochetes in the tunics of diseased aortic and accumulated studies 
with the Wasscrmann test have in recent years combined to endow 
aortic syphilis with new significance, revealing the lesion in its proper 
light as true syphilis subject to all the activities and amenable to 
the same therapeutic attack as other forms of internal syphilis. 
Although pathologists describe fairly acute inflammatory changes 
at the root of the aorta in certain acute infections, notably rheu¬ 
matism, these occur almost always in association with endocarditis, 
and, moreover, manifest a tendency to spontaneous subsidence very 
different from the progressive character of the aortitis of syphilis. 
These transitory non-specific types of aortitis are very little familiar 
to the clinician, so much so that it may be said, speaking clinically, 
there is but one form of aortitis, the syphilitic. 

The Wasscrmann test has materially altered our views regarding 
the specific nature of aortic lesions. A positive Wasscrmann 
reaction has been obtained in over SO per cent, of cases that showed 
characteristic aortic changes at autopsy, Eich’s statistics showing 
81.8 per cent, and Pearce’s 7S.5 per cent. Citron used the Wasser- 
mann test in all chronic cases of aortic regurgitation and found it 
positive in GO per cent. Collins and Sachs tested 13 cases of aortic 
valvular disease finding the Wassermann positive in 11. By way 
of contrast they record an equal number of cases of purely mitral 
disease, similarly tested, with Wasscrmann positive in but 2 
instances. Still more direct evidence of the syphilitic nature of 
aortic disease has been furnished by the isolation of the spirochete 
of syphilis in the tunics of diseased aortic, such a finding being now 
of common occurrence. Moreover, the fact that lesions practically 
the same as syphilitic aortitis in the acquired disease have been 
found to exist in a high percentage of infants with congenital syphilis 
aiTords strong support to the claim that the lesion in adults is due to 
syphilis. 

* Syphilitic aortitis before it involves the valves is often latent. 
After it has produced aortic valve incompetcncy its progress is 
rapid, often bringing life to an end within two or three years. 
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Aortic regurgitations of syphilitic origin do very badly probably 
because of the association of deformed. valves and constricted 
coronary orifices. The prognosis is far more serious than in cases of 
rheumatic origin even when of equal degree, compensation being 
less well established and the aorta more dilated. 

Early in the course of aortic syphilis the involvement of a limited 
portion of the artery may appear of slight immediate significance. 
Its progression involves the risk of serious damage with, it may be, 
dilatation or aneurysm angina pectoris or most commonly aortic 
regurgitation. To detect this insidious lesion before it has advanced 
to the production of mechanical secondaries is consequently of 
great importance. Clinical recognition of the disease in its earliest 
stages gains greatly in importance from the fact that it may be 
treated by intensive antisyphilitic methods with some prospect of 
control. The diagnosis is often extremely difficult, since limited 
and circumscribed changes in the ascending portion of the aorta 
without involvement of the valve ring arc seldom accompanied by 
clearly defined symptoms or signs. The greatest difficulty is en¬ 
countered in individuals not recognized as being syphilitic. It is 
often the case for aortitis to be the only manifestation of the disease 
in otherwise latent syphilis, and one may expect in a considerable 
percentage of cases to encounter a completely negative history of 
syphilis. In one-half of Denary’s cases and in 2S.9 per cent, of 
Synuner’s autopsy material, aortitis was the only manifestation 
of the disease detected at autopsy. The majority of patients coming 
under clinical recognition for aortic syphilis arc in middle life, and 
experienced clinicians understand the significance of angina pectoris 
and aortic regurgitation originating in the adult. 

Our most valuable aids in the diagnosis of obscure aortic disease 
are the Wasscrmann test and roentgen-ray examination. 

It is now generally conceded that a positive Wasscrmann reaction 
means active syphilis somewhere in the. body. From the frequency 
with which syphilitic arotitis is found accidentally at autopsy 
(according to Eich 42.S per cent, of cases) we may assume that the 
infection may be harbored in that part of the vascular system for 
years without detection; indeed, it might even appear that the 
aorta is one of the main situations in which the infection may lurk 
in latent syphilis. A persistent Wasscrmann reaction in an other¬ 
wise latent case may consequently direct suspicion toward the 
aorta and a roentgen-ray study of this area should be made. The 
absence of a definite or confessed history of syphilitic infection 
should not be allowed to divert attention from such a possibility. 
This is especially important in women in whom historical data on 
this point are, for obvious reasons, obscure and unreliable. A 
negative blood Wasserinann in a known syphilitic should not be 
accepted as inconsistent with a possible aortic lesion. Progressive 
aortitis may exist, although the blood has been Wasscrmann nega- 
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tive for years. The Iuetin test of Noguchi may occasionally reveal 
the disease when the Wasscrmann reaction is negative, as in certain 
cases presently to be related. Bearing in mind this frequency of 
aortitis in latent lues it is well that we should consider the possi¬ 
bility of a syphilitic etiology in any case of cardiovascular degenera¬ 
tion of obscure origin. If serological studies confirm this suspicion 
the aorta should be carefully examined by means of modern roentgen- 
ray technic. 

The symptoms of syphilis of the aorta arc pain in and about the 
precordium, dyspnea, hoarseness, paroxysmal cough, tachycardia, 
arrhythmia, general weakness and lassitude, and, under certain 
circumstances, elevated blood-pressure. These symptoms are 
seldom clearly defined during the period of early development of 
the disease. Various clinical criteria, such as the shape of the heart 
to percussion, peculiarities of rhythm, the paroxysmal nature of 
cardiac symptoms have been proposed to identify syphilitic aortitis. 
One need not emphasize the unreliability of such data. 

There are certain physical signs which may be elicited by exam¬ 
ination in most well-developed cases, but they are not of such a 
character as to especially indicate aortic syphilis. Among the most 
significant of these signs are a roughening or impurity of the first 
aortic sound and a sharp ringing aortic second tone, which if the 
aorta is much dilated may have a bell-like quality. Extension 
upward of percussion dulness over the sternum may exist, and there 
may be abnormal pulsation in the carotids and subclavian-with an 
impulse in the epistcrnal notch. None of these signs are, however, 
sufficiently characteristic to furnish grounds for diagnosis of 
syphilitic aortitis, since they are frequently noted in aortic atheroma 
and high blood-pressure states not connected with syphilis. 

The primary aortic involvement is a small cell or granulomatous 
infiltration of the tunica media (mesaortitis) along the course of the 
vasovasorum. Eventually all three of the main coats of the aorta 
become affected the intirna by secondary proliferative thickening. 
Coagulation necrosis, and subsequent connective-tissue changes 
lead to slow but extensive damage to the vessel wall, so that fairly 
characteristic gross appearances become established. Although 
maximum involvement appears to fall upon the first part of the 
arch and the ascending aorta probably because of the greater 
functional strain to which this portion of the vessel is subjected, no 
section throughout the vessel is exempt from attack. The involved 
areas appear as more or less well-defined elevated patches, the 
surface of the larger areas being often extremely irregular, with 
pittings, scars, and puckerings, making what Allbutt describes as 
“knotty masses” in the vessel wall (Fig. 1). 

When secondary changes are extensive they are characterized 
not by calcification, as in arteriosclerosis, but by a gradual corrosion 
or thinning by sear formation, so that tlie vessel wall may heroine 
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translucent at points and there may be tiny aneurysmal bulgings or 
possibly a true saccular aneurysm. Frequently cellular infiltration 
about the mouths of the branches of the arch may cause distinct 
narrowing of innomiuate and left carotid or more or less occlusion 
of the coronaries. 

In the earlier stages the vessel is perhaps but little dilated or 
deformed. If viewed from without little change may be noted 
(Fig. 2). It is on the inner surface of the artery that the changes 
appear (Fig. 3). The tendency of the disease in development is to 
spread to the aortic valve and by a general periarteritis in the cusps 
and between them* the seiniluuitr valve flaps become thickened 
ami deformed, giving rise to valve incompetency. It is a common 



Fits. 1.—Syphilitic norlitist with diffusely dilated vessel. (From Pathological 
Museum, Kush Medical College.) 

and important clinical observation that the aorta may be gravely 
affected, although the peripheral arteries apparently remain normal, 
and Brooks litus emphasized the fact that the coronaries are apt to 
show a degree of involvement out of all proportion to general 
arterial change. It is the seat of the disease in the suprasigmoid 
portion of the aortic arch that threatens the integrity of the coro¬ 
naries, and the steady progression of the disease accounts for the 
aortic valve defects aneurysm and anginas which constitute the 
morbid end-products of syphilitic aortitis. 

Of all the methods of diagnosis to determine the presence of 
aortic disease, the roentgen ray is the most valuable. By its aid 
we may detect slight changes in the caliber ami shape of the vessel 


ELLIOTT: SYPHILITIC AORTITIS 


19 


which entirely elude the methods of physical examination. Both 
fluoroscopic inspection and plate studies should be employed, the 



Fig. 2.—Syphilitic aortitis; outer surface of vessel. 



Fig. 3. —Syphilitic aortitis; inner surface of vessel. (From Pathological Museum of 
Hush Medical College.) 


former for preliminary observation and the detection of abnormal 
pulsation and the latter to secure definite outlines and measurements. 
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The various roentgen-ray plates herewith reproduced were taken 
in the standing position, with a few seconds’ exposure, and focal 
distance of seven feet, which provides for practically parallel rays 
and obviates distortion of the shadow. 

The shadow of the normal aorta in the roentgenogram (Fig. 4) 
lies in its first portion behind the sternum and does not project 
beyond the right auricular curve. At the arch where it curves 
backward and to the left there appears a more or less well-rounded 
knob seen to the left of the sternum well above and distinct from the 
cardiac shadow. This aortic knob is not equally well defined in all 
normal aorta*. In the asthenic or dropped heart type it may hardly 
show at all, whereas in occasional cardiac roentgenograms it may be 
so prominent a feature as to be mistaken for aneurysmal bulging. 



Kus. 4.—Normal aortic shadow. 


It varies in prominence according to age, being less defined in early 
life than in adults, and in the aged and arteriosclerotic individuals 
the shadow may be sharply outlined and intensified from sclerous 
thickening and lime deposits (Fig.5). It is less apt to be prominent 
in adult females than in males of corresponding age. 

In aortitis the roentgen ray reveals two kinds of changes, i. r., 
alterations in density of shadow and changes in contour. In early 
aortitis the pathological process is almost invariably confined to 
the very origin of the aorta. As the vessel is not at this stage thick¬ 
ened and no lime deposits exist there may be merely a slight dila¬ 
tation of the first part of the arch with exaggerated pulsation at 
that point. Wessler points out that some dilatation of the aorta 
is a very common finding in routine cardiac roentgenography, so 
that little special significance attaches to it- It is practically con- 
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slant in ordinary sclerosis of the aorta and in high blood-pressure 
states. In non-specific aortic sclerosis, however, it is nearly always 
accompanied by a prominence of the whole arch, and if blood- 
pressure be elevated by hypertrophy of the left ventricle. 

In early cases of aortitis the heart is rarely enlarged unless there 
is coexisting valve defect or hypertension. Of course, aortitis and 
atheroma may be combined in the same case, when computation 
will be rendered difficult. With the progress of aortitis the artery 
becomes more and more dilated, and, as a result, the aortic shallow 
as it ascends from the heart is widened so that it projects beyond 
the shadow of the curved right auricle. In most instances the 
shadow is regular, but it may show slight bulgings or protrusion. 



Fus. —Xnii--|>ccific aortic sclerosi.n. Note lime de|K>.*»its at aortic knob. 

Should the aortic dilatation extend to the arch the knob as it curves 
to the left may lose its well-defined curve, becoming flattened and 
broadened. Longeope has described a type of case in which the 
aortic shadow appears as a more or less truncated cone, with rounded 
apex and broad base resting on and fusing with the cardiac shadow. 
In any well-developed instance there may appear above the aortic 
shadow a pyramid-shaped shadow with base upward and beneath 
the clavicles. This seems to represent the dilated great arteries 
as they arise from the arch (Fig. (5). 

While in the earlier stages of aortitis roentgen evidence may 
consist merely of a slightly increased curvature and pulsation at the 
aortic ampulla, a gradual dilatation and lengthening of the vessel 
supervene with further progress of the disease. These changes 
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combine to broaden and elevate the aortic shadow, and there occurs 
in most cases some enlargement in the size of the heart whether 



Fio. G.—Advanced syphilitic aortitis with nortic valve insufficiency. Marked 
dilatation of aortic arch and great vessels as they arise from arch. 



Fit;. 7.—Xon-syphilitic aortic insufficiency illustrating “aortic configuration” of 
heart shadow 


aortic insufficiency be present or not. The. increase in cardiac 
diameters affects to a much greater degree the long diameter than 
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the broad diameter of the heart, the organ assuming a position 
more nearly horizontal than normal, producing a heart shadow 
somewhat boot-shaped, the heart lying low on the diaphragm. This 
type of heart shadow is very similar to that seen in high blood- 
pressure states (nephritis), although the marked pulsation of the 
left ventricle seen in hypertension is less manifest. This type of 
heart might be termed the aortic heart (aortic configuration) 
(Fig. 7) in contradistinction to the broad, rather round, or bag¬ 
shaped heart of mitral disease (“mitral configuration”) (Fig. 8). 
With the spread of the disease to the aortic valve and the production 
of aortic insufficiency we find the heart shadow much augmented 
and its horizontal configuration correspondingly magnified. In 
advanced cases with superadded relative mitral insufficiency both 



Fio. S.—Mitral disease illustrating "mitral configuration" of heart shadow. 

broad and long diameters are increased, combining to produce a 
very bulky heart shadow, the true cor bovis (Fig. 9). 

It is obvious that until there is some dilatation, thickening, 
alteration* of curve, or abnormal pulsation in the vessel, roentgen 
diagnosis of aortic disease is impossible. In consequence of this 
fact the roentgen ray cannot be relied upon for its detection in the 
early stage before mechanical defects begin to make their appear¬ 
ance. Clinical considerations and the Wassermann test must 
establish the diagnosis at this stage. An illustrative case may be 
cited. 

Case I.—A colored waiter, aged twentv-onc years, complained 
of persistent aching pain in the left shoulder of two months’ duration. 
This was accompanied by a recurrent substerna! soreness, palpi- 
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tation, and a dr}' paroxysmal cough, lie gave a history of chancre 
two years previous to consultation. On examination an appreciable 
enlargement of the heart could be made Out, and along the left 
border of the sternum a faint diastolic whilF was heard. Firm pres¬ 
sure over the manubrium sterni caused a deep-seated aching 
soreness. Blood Wassermann positive.. Blood-pressure systolic, 
If>5; diastolic, So; pulse-pressure, 70. The roentgen ray beyond 
some enlargement of the heart failed to reveal anything of 
significance. 

The clinical diagnosis was manifestly aortitis of rather active 
type, yet at a stage too early for stretching of the aorta or other 
mechanical defect to appear upon the roentgen-rav plate. 



Kit;. 0.—Ext mill* ranlinc effects* of aortic •‘yphilN, i. r., aortic rcmiruitatimi, 
relative mitral insufficiency, pulmonary hyiwstasist. This patient is alive, two years 
after this plate was taken. 

In contrast to this tyj>e of case may be cited the following instance 
in which the roentgen ray confirmed and established beyond doubt 
the clinical diagnosis. 

Case II.—A white man, aged forty years; widower; one child; 
complaint: hoarseness, cough on exertion, dyspnea. Acknowledges 
luetic infection ten years previous to consultation, for which he 
received almost continuous treatment for four years. Blood Wasser¬ 
mann, typically positive. Physical examination showed a somewhat 
enlarged heart, with a ringing second aortic tone. The pulse was 
regular. Blood-pressure: systolic, 140; diastolic, 100; pulse-pres¬ 
sure, 40. 

The roentgenogram (Fig. 10) showed typical aortic configuration 
of the heart, with bulging of the first part of the ascending aorta. 
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The following example of well-developed syphilitic aortitis pos¬ 
sesses points of unusual interest: 

Case III.—Single white man, aged forty years; complaint, 
palpitation and irregular heart action, lack of endurance, lassitude, 
and depression. Gave a history of lues at age of twenty-nine, with 
continuous treatment for two years. For three years previous to 
consultation blood Wasscrinann tests have been made at regular 
six-month intervals, with invariable negative reports. The last 
Wassermann test was taken six months before roentgenogram was 
made and proved negative. 



Flo. III.—Case II. Heart shadow displays aortic configuration with lmluinc of 
first portion of nsccndiiiR aorta. 

Physical examination revealed an enlarged heart, aortic systolic 
murmur, accented second aortic tone, premature contraction 
arrhythmia. Blood-pressure: systolic, 210; diastolic, 150. Early 
tabetic signs. The urine contained albumin and casts. Renal 
function index with the ‘phthalcin test GO per cent. Clinical 
diagnosis: syphilitic myocarditis, nephritis. The roentgenogram 
showed a typical aortic type of heart and stretched aorta. 

The points of particular clinical interest in, this ease arc the 
existence of extensive and probably progressive cardiovascular 
lesions of syphilitic type in an individual who for several years had 
been Wassermann negative, and was led to consider himself cured 
of his syphilis. The extent of damage already wrought by the 
cardiovascular disease would appear to indicate that it was of some 
years’ standing. 
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The peculiar lassitude and depression which was the chief com¬ 
plaint of this patient is a symptom interpreted by Allbutt as 
significant of coronary involvement. A point of interest to he noted 
in this ease is the association of aortic disease with signs of early 
tabes. This is an association frequently noted in the literature. 
In manifest tabes, Stadler found aortic disease in almost all cases, 
lie regarded so-called cardiac crises as being in reality angina 
pectoris due to coronary stenosis. Strumpcll emphasized the 
frequent association of aortic syphilis and tabes and statistics from 
various sources attest its frequence. In general, symptoms of 
aortic disease appear later than the earliest tabetic manifestations. 
This is perhaps not because aortitis is a later development but rather 
that it has a longer latency than tabes. 

The cases thus far briefly described represent aortic disease in a 
relatively early stage of its development. Progress of the lesion 
inevitably tends to impair the integrity of the aortic valve producing 
as a result insufficiency of the valve apparatus. How soon this 
mechanical secondary comes to pass depends more upon the activity 
of the process than upon its duration. No estimate can be given 
of the average period required for the production of valvular defects, 
although, generally speaking, it is certainly not an early develop¬ 
ment. Occasionally valvular disease is seen to develop early and 
run a rapid fatal course, as in the following instance: 



Fig. 11.—Case IV. Aortic nnd cardiac dilatation. 


Case 1\.—Colored porter, aged twenty-five years; complaint, 
severe dyspnea, precordial pains. Duration of symptoms, six 
weeks; advent sudden; previous health considered good until 
development of foregoing symptoms. Luetic infection at age of 
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twenty; no active antisyphilitic treatment. Blood Wassermann 
strongly positive. Clinical diagnosis: aortic insufficiency, relative 
mitral insufficiency, pulmonary hyjxjstasis. Termination, death 
after one week in hospital seven weeks after development of cardiac 
symptoms. Roentgenogram (Fig. 11) was taken eighteen hours 
before death and show’s a greatly enlarged heart increased in both 
long and broad diameters. The aortic shadow is increased in breadth 
and elevated reaching as high as the sternoclavicular angle. This 
(rase illustrates how rapid may be the cardiac disorganization pro¬ 
duced by aortitis, death resulting in this case five years after the 
initial syphilitic sore. 

Aortic disease was formerly looked upon as a late development in 
syphilis. While, generally speaking, and especially in a clinical 
sense, this may perhaps be true, it is by no means always so. Along 
with other cases reported in recent contributions (Brooks, Ixmgcope) 
the foregoing clinical history serves to discount the claim that 
aortic disease has a long latency and slow progression. 

The following case represents an interesting variant of the usual 
clinical course of aortic disease: 



Fl«. 12.—CaseV. Anterior front view. Increase in lx>th lone and Lroad diameters; 
dilated aorta. 


Case V.—A white engineer, aged thirty-two years; married; 
two children, one healthy, one, deatl at three weeks, “ had a patent 
foramen ovale.” Syphilis denied. Complaint: dyspnea, cough, 
tachycardia. Duration of symptoms three months; advent sudden, 
following exertion at high altitude. Urine contains albumin and 
casts. Renal function index, 50 per cent. Blood-pressure: systolic, 
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200; diastolic, SO; pulse-pressure, 120; blood Wasscrinann, strongly 
positive. Clinical diagnosis: aortic insufiiciency, mitral insulliciency, 
nephritis. Roentgenogram (Fig. 12) shows the heart shadow 
increased in both length and breadth from the combined aortic and 
mitral incoinpctency. The shadow of the aorta is widened and 
rises high in the chest. Another semilateral roentgen exposure 
(Fig. 13) shows this well and indicates beautifully the enormous 
thickness of the heart shadow. 

The duration of this patient s syphilis must rest on assumption 
and may perhaps be estimated as less than seven years (the age of 
his healthy child) and more than four (the date of birth of the 
congenitally defective child). The development of nephritis may 
by increasing aortic and cardiac strain have served to hasten the 
progress of the aortic disease. 



Fio. 13.—Case V. Semilateral view. 


Case VI.—Colored cook, aged thirty-six years; complaint: 
dyspnea, chronic cough, orthopnea, slight edema. 1 Inration of 
symptoms, six months. Previous health good. Syphilis denied. 
Blood Wasscrinann, strongly positive. Clinical diagnosis, aortic 
regurgitation. Roentgenogram showed aortic configuration in¬ 
crease in cardiac diameter 32 per cent. This case is a typical one 
of progressive syphilitic aortitis in latent syphilis and demon¬ 
strates how silent may be the progress of the vascular lesion until 
grave valvular secondaries arise. The liability of the colored race 
to cardiovascular syphilis is notorious and need not be emphasized 
here. 

Syphilitic aortitis may exist in individuals who fail to react to 
the Wasscrinann test, as is shown in the following case: 
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Case VII.—Hebrew peddler, aged forty-nine years; married; 
three children; complaint: pains in body, dyspnea, cough, general 
weakness. Duration of symptoms, one year. Syphilis denied. 
Blood and spinal fluid Wassermann negative. Luetin test typically 
positive. Roentgenogram (Fig. 14) shows heart to he of aortic 
configuration; ///pc axthcniyuc; dilated and lengthened aorta. 
Increase in cardiac diameter 10 per cent. 



This with the following wise illustrate that a negative \\asscrmann 
both blood and spinal fluid tests should not he taken as indubitably 
disproving a syphilitic etiology for aortic disease. The luetin test 
of Noguchi may reveal the disease and supply the necessary diag¬ 
nostic link. 

Cask VIII.—Colored housemaid, aged thirty-eight years; widow; 
complaint: orthopnea, chronic productive cough, no edema. 
Duration of dyspnea one week, cough chronic for three years. 
Syphilis denied. Blood and spinal fluid Wassermann both negative. 
Luetin test typical pustular reaction. Roentgenogram shows heart 
to be of aortic shape; costal-phrenie angle not clear on plate; dilated 
aorta. Increase of cardiac diameter 20 per cent. 

During residence in hospital patient had six typical attacks of 
angina pectoris, the paroxysms being relieved by nitrites. Intensive 
treatment with ncosalvarsan and mercury brought about great 
subjective improvement. Three months after leaving hospital there 
had been no recurrence of angina paroxysms. 

The following 2 cases represent slightly different aspects of 
aortic syphilis. In both instances the activity of the disease appears 
to fall on the further distribution of the vessel. In the first of the 
vou 154, no. 1.— JULY, 1917. 2 
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2 cases the transverse portion of the arch and in the second the 
abdominal aorta had borne the brunt of the disease with the forma¬ 
tion of aneurysm in both instances. 



Fio. 15.—Case IX. Front view, showing prominent aortic knob only. 



Fta. 1G.—Case IX. Scmilatcral view, showing aneurysm of posterior aspect of 
aortic arch. 


Case IX.—Colored porter, aged thirty-four years; single; com¬ 
plaint: severe brasscy unproductive cough, paroxysmal dyspnea, 
voice husky. Duration six months. Physical examination: slight 
tracheal tug, obscure systolic murmur at inner edge of left scapula 
just above its angle. Heart and chest otherwise negative. Left 
vocal cord paresis. Leutie infection at twenty-four. Blood Wasser- 











ELLIOTT: SYPHILITIC AORTITIS 


31 


mann strongly positive. Clinical diagnosis: aneurysm of thoracic 
aorta, Roentgenogram: the customary anterior-front view of 
the heart (Fig. 15) revealed a decided increase in the prominence 
of the aortic knob but the aortic and heart shadows otherwise were 
normal. As this somewhat obtrusive prominence of the knob is 
not rare in the normal aorta, and less rare in aortic atheroma, it 
could not be interpreted as of diagnostic value. An anterior semi- 
lateral view of the aortic shadow (Fig. 1G) solved the problem, 
revealing a well-marked aneurysmal dilatation of posterior aspect 
of the aorta as it curves to the left and downward. This bulging 
could be seen rather indistinctly with the screen, but appeared 
much more clear-cut on the plate. The case furnishes a good 
example of the importance of screening all cases and of taking plates 
of more than one aspect of the aorta when doubt exists. 



Fig. 17.—Case X. Note subcardiac shadow corresponding to al>domitiaI aneurysm. 

Case X.—Colored porter, aged twenty-five years; complaint: 
pain in right hip; duration two weeks; previous health satisfactory. 
Physical examination revealed a plainly visible mass in epigastrium 
pulsating with expansile thrust synchronously with the heart’s 
action. Luetic infection at sixteen. Blood Wassermann strongly 
positive. 

Fluoroscopic examination, the stomach being distended with 
barium sulphate suspension, showed the stomach displaced to the 
left and pulsation of lesser curvature in contact with aneurysm. 

Roentgenogram (Fig. 17) shows a practically normal heart and 
aortic shadow; below the heart is seen a dark shadow" corresponding 
to the aneurysm. 
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The progress of the case was marked by gradual enlargement of 
the epigastric pulsating tumor and the formation of a large mass 
in the upper right abdomen, displacing the liver and right kidney 
downward and outward into the flank with the erosion of lower 
ribs posteriorly and the formation of a soft pulsating tumor in that 
region. Death occurred suddenly three months after admission. 



l’i«. IS.—Case X. Roentgenogram taken just l»eforo death. Note displacement 
of right diaphragm with compression of light lung and displacement of heart upward. 
Aorta dilated. 

Autopsy: Ventral saccular aneurysm of the abdominal aorta 
with the formation of a large false aneurysm, which contains organ¬ 
ized blood clot weighing 990 grams. This false aneurysm is adherent 
to the diaphragm and right lower lobe of lung anti to the eroded 
ribs and vertebral. It extends down as far as the right psoas muscle. 
This mass is ruptured through the diaphragm near the aortic open¬ 
ing into the right pleural sac. A second roentgenogram (Fig. IS) 
was taken shortly before the patient’s death. A comparison of the 
two roentgenograms will reveal a considerable contrast in heart 
contour. Upon admission the cardiac sounds were clear and heart 
outlines little different from normal. Toward the termination of the 
case the diastolic murmur of aortic insufficiency became plainly 
audible and the cardiac diameters increased. It is interesting to 
record that at autopsy no defect of the aortic valve cusps was 
apparent, but that the aortic ring was obviously dilated. Reference 
may be found in the literature to the fact that although the physical 
signs of aortic regurgitation exists during life, at necropsy the valves 
may apjjcar surprisingly normal, regurgitation apparently depending 
upon dilatation of the aortic ring. 





